The Current State 
of Health Care 
for People with 
Disabilities 




National Council on Disability 
September 30, 2009 



National Council on Disability 
1331 F Street, NW, Suite 850 
Washington, DC 20004 

The Current State of Health Care for People with Disabilities 

This report is also available in alternative formats and on the National Council on 
Disability (NCD) Web site (www.ncd.gov). 

Publication date: September 30, 2009 

202-272-2004 Voice 
202-272-2074 TTY 
202-272-2022 Fax 

The views contained in this report do not necessarily represent those of the 
Administration, as this and all NCD documents are not subject to the A-19 Executive 
Branch review process. 



National Council on Disability 

An independent federal agency making recommendations to the President and Congress 
to enhance the quality of life for all Americans with disabilities and their families. 



Letter of Transmittal 

September 30, 2009 

The President 
The White House 
Washington, DC 20500 

Dear Mr. President: 

On behalf of the National Council on Disability (NCD), I am pleased to submit this 
report, entitled “The Current State of Health Care for People with Disabilities.” NCD 
undertook this study in 2007 to focus the nation’s attention on the health care disparities 
experienced by people with disabilities, and to provide information and 
recommendations that can help to eliminate health care inequities for people with 
disabilities. 

Some key findings include the following: 

• People with disabilities experience significant health disparities and barriers to 
health care, as compared with people who do not have disabilities. 

• People with disabilities frequently lack either health insurance or coverage for 
necessary services, such as specialty care, long-term services, prescription 
medications, durable medical equipment, and assistive technologies. 

• Most federally funded health disparities research does not recognize and 
include people with disabilities as a disparity population. 

• The absence of professional training on disability competency issues for health 
care practitioners is one of the most significant barriers preventing people with 
disabilities from receiving appropriate and effective health care. 

• The Americans with Disabilities Act (ADA) has had limited impact on how health 
care is delivered for people with disabilities. Significant architectural and 
programmatic accessibility barriers still remain, and health care providers 
continue to lack awareness about steps they are required to take to ensure that 
patients with disabilities have access to appropriate, culturally competent care. 
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The report offers a broad range of recommendations for reforms that will address some 
of the most significant obstacles to health, health care, disease prevention, and health 
promotion for people with disabilities. We believe that this report provides a road map 
for eliminating the pervasive barriers to health care for people with disabilities, which will 
improve the quality of life, productivity, and well-being of greater numbers of Americans 
as the population ages. We also believe that this report is in keeping with the 
Administration’s goals for inclusive health care reform. 

Our Council stands prepared to work with your Administration in the planning and 
implementation of cooperative actions on these matters. 



John R. Vaughn 
Chairperson 



(The same letter of transmittal was sent to the President Pro Tempore of the U.S. 
Senate and the Speaker of the U.S. House of Representatives.) 



Sincerely, 
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Executive Summary 

Primary barriers to health and health care for the general population are beginning to be 
well documented, and heightened national awareness of these obstacles has spurred 
numerous proposals for health care reform. Among the groups that face such barriers 
are Americans with disabilities. Information remains limited, but recent studies indicate 
that people with disabilities experience both health disparities and specific problems in 
gaining access to appropriate health care, including health promotion and disease 
prevention programs and services. They also frequently lack either health insurance or 
coverage for necessary services such as specialty care, long-term care, care 
coordination, prescription medications, durable medical equipment, and assistive 
technologies. 

Although there have been attempts to address some of these barriers, significant 
problems remain. For example, Federal health care funding agencies such as the 
Centers for Medicare & Medicaid Services (CMS) neither conduct oversight of 
Americans with Disabilities Act (ADA) architectural and programmatic accessibility 
compliance by states, health plans, and medical providers, nor assess health providers’ 
disability cultural competence. Few professional health care training programs address 
disability issues in their curriculums, and most federally funded health disparities 
research does not recognize or include people with disabilities as a disparity population. 
These and related challenges will affect the quality of life, productivity, and well-being of 
greater numbers of Americans as the population ages, which is projected to lead to an 
increase in the number of people with disabilities. Given these changes, it is especially 
important to understand the complex and interrelated factors that contribute to health 
and health care inequities for people with disabilities, and to identify practical solutions. 

According to the U.S. Census Bureau, of the 291 .1 million people in the population in 
2005, 54.4 million (18.7 percent) had some level of disability, and 35.0 million 
(12.0 percent) had a severe disability. Rates of disability also increase with age. By 
2030, estimates suggest that the number of people aged 65 years and older will rise to 
69.4 million from 34.7 million in 2000. People with disabilities comprise the largest and 
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most important health care consumer group in the United States, yet the Institute of 
Medicine and others have warned that Federal agencies, policymakers, and health care 
systems have not yet responded to the broad-ranging implications, for individuals and 
for society, of the demographic increase in disability as the population ages. 

People with disabilities tend to be in poorer health and to use health care at a 
significantly higher rate than people who do not have disabilities. They also experience 
a higher prevalence of secondary conditions and use preventive services at a lower rate 
than others. Moreover, people with disabilities are affected disproportionately by 
barriers to care. These barriers include health care provider stereotypes about disability, 
lack of appropriate training, and a lack of accessible medical facilities and examination 
equipment, sign language interpreters, and individualized accommodations. 

People with certain disabilities experience specific health disparities and additional 
unique problems in accessing health care and services. If these problems can be 
resolved, crosscutting solutions hold the potential to improve health care for the broader 
disability community. For example: 

• Women with significant disabilities are likely to have fewer Pap tests and 
mammograms than women who do not have disabilities, and they appear to 
have less knowledge and awareness of risk factors for cardiovascular disease 
and participate in less preventive screening for this disease compared with 
women without disabilities. 

• Adults who are deaf or who experience significant problems hearing were three 
times as likely to report fair or poor health compared with those who did not 
have hearing impairments. American Sign Language (ASL) is the primary 
language for many people who are deaf, yet interpreters frequently are not 
provided during medical visits. Consequently, people who are deaf have 
significant difficulty communicating effectively with their health care providers 
and receiving health care information and instructions. 
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• Adults with developmental disabilities are at risk for hearing and vision 
difficulties, cardiovascular disease, obesity, seizures, mental health and 
behavioral problems, poor oral health, and poor general fitness. Young adults 
with developmental disabilities often encounter significant problems when they 
attempt to make the transition from coordinated childhood medical care to adult 
services. Problems include primary care physicians who are not trained to 
provide needed care and insurance schemes that do not adequately 
compensate health care providers for the time required to provide care and care 
coordination. 

• People who experience significant vision loss are more likely to have heart 
disease and hypertension, experience a greater prevalence of obesity, and 
smoke more than the general population. Health care providers rarely supply 
printed health care instructions, educational materials, and information such as 
directions for taking prescription medications in accessible formats, and people 
who are blind or have vision impairments also appear to be excluded 
systematically from receiving high-quality diabetes education. Access to vision 
rehabilitation services also can be limited. 

Complex historical and structural factors have contributed to the health and health care 
inequities people with disabilities experience. Research conducted by NCD revealed 
overarching problems related to the Federal effort to promote health for people with 
disabilities, identified deficiencies in the roles of certain key non-Federal stakeholders, 
captured important ideas for reorienting the discussion about future reforms, and 
identified effective health programs for people with disabilities. 

NCD’s key findings include the following: 

Health Coverage and Benefits 

• The health care system in the United States is complex, highly fragmented, and 
sometimes overly restrictive in terms of program eligibility. This leaves some 
people with disabilities with no health care coverage and others with cost- 
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sharing obligations and limits on benefits that prevent them from obtaining 
health-preserving prescription medications, medical equipment, specialty care, 
dental and vision care, long-term care, and care coordination. 

Health and Health Disparities Research 

• Dissonance is evident in the research goals and objectives of key agencies of 
the Department of Health and Human Services (HHS) and the National 
Institutes of Health (NIH) between the longstanding public health goal of 
eliminating disability and disease and the emerging view fostered by the U.S. 
Surgeon General’s report “Call to Action To Improve the Health and Wellness of 
Persons with Disabilities” and Focus Area 6 in “Healthy People 2010,” which for 
the first time in public health parlance, defines disability as a demographic 
characteristic. 

• Much of the Federal research effort remains focused on disability and disease 
prevention rather than on improving access to, and quality of, health care for 
people with disabilities, reducing their incidence of secondary health problems, 
and promoting healthy living. 

• People with disabilities experience significant health disparities compared with 
people who do not have disabilities, yet they are not included in major Federal 
health disparities research, as mandated by the Minority Health and Health 
Disparities Research and Education Act of 2000 and undertaken by the 
National Center on Minority Health and Health Disparities (NCMHD) and other 
centers and institutes of NIH. 

• It is very difficult to determine accurately the extent of the overall current 
Federal research effort aimed at addressing health disparities and promoting 
health and wellness for people with disabilities. This problem stems in part from 
the fact that no single Federal agency collects and catalogues health, health 
disparities, and health promotion research for people with disabilities conducted 
across all the agencies that have a role in health. 
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• Federally conducted or supported disability and health research appears to be 
poorly integrated into overall health disparities and health promotion research. 

• Specific structural problems evident in Federal agency disability research 
functionally impede the development of a unified, coherent plan for disability 
and health research and program development. Specifically, (1) the level of 
funding and research is wholly inadequate to spur a coherent investigative 
strategy that will inform policy and planning for the growing number of people 
who will acquire disabilities with age and for the overall future impact of 
disability on society; and (2) within the Federal research community, 
commitment to disability health disparities and health promotion research is 
weak, and coordination mechanisms are lacking. 

Professional Training and Education 

• The absence of professional training on disability competency issues for health 
care practitioners is one of the most significant barriers that prevent people with 
disabilities from receiving appropriate and effective health care. 

• Disability competency is not a core curriculum requirement for (1 ) accreditation 
or receipt of Federal funding for most medical and dental schools and other 
professional health care training institutions; or (2) for hospitals to participate in 
federally funded medical student internship and residency programs. In 
addition, applicants who seek either a medical or other professional health care 
license are generally not required to demonstrate disability competency. 

• Federal agencies such as the Health Resources and Services Administration 
(HRSA) have not identified people with disabilities or subgroups of people with 
disabilities as “underserved health care populations.” As a result, recent 
medical school graduates are not eligible for Federal loan forgiveness programs 
sponsored by these agencies if they work with programs that serve people with 
disabilities, and they are not provided with incentives to work in these settings. 
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• Federal funding is limited for the development of core curriculums on disability 
competency for medical, dental, and other professional health education 
institutions. 

Americans with Disabilities Act (ADA) and Section 504 Monitoring and 
Enforcement 

• The ADA has had limited impact on how health care is delivered for people with 
disabilities. Significant architectural and programmatic accessibility barriers 
remain, and health care providers continue to lack awareness about steps they 
are required to take to ensure that patients with disabilities have access to 
appropriate, culturally competent care, and about incentives for implementing 
such steps. 

• Federal agencies such as HHS, CMS, and HRSA do not require that 
procedures be established to collect information that would reveal the extent of 
compliance with the ADA and Section 504 of the 1973 Rehabilitation Act by the 
chain of recipients that administer health care funds and deliver health care. In 
the absence of such requirements as a condition of receiving funds, states 
simply pass through their nondiscrimination obligations in contracts with HMOs, 
health plans, and health provider organizations, which in turn pass on the same 
obligations to the health providers with whom they contract for services. Thus, 
Federal agencies, states, HMOs, and health plans take refuge behind the 
providers, who are subject to the lowest level of ADA and Section 504 
obligations. In the end, no one is held responsible for physical and 
programmatic accessibility in health care facilities and programs. 

• The U.S. Department of Justice and the Office for Civil Rights of the U.S. 
Department of Health and Human Services are charged with responsibility for 
enforcing the ADA and Section 504 in health care settings, yet they have taken 
on only a relatively small number of cases involving disability discrimination in 
health care, particularly when offices of health providers are involved. Without 
robust enforcement, the disability rights laws are ineffective tools for challenging 
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discriminatory conduct or care that people with disabilities often report 
experiencing. 

Availability and Accuracy of Federal Health Data Concerning People 
with Disabilities 

• There appears to be progress in the development and use of a consistent 
indicator of disability in Federal health surveys. For example, (1 ) in a number of 
recent reports on health, disability is used as a population variable; (2) there 
has been increased attention to and acknowledgement of the importance of 
collecting data about the health care experiences of people with disabilities; 

(3) promising research is underway to develop survey questions that will gather 
information not previously measured about the health care experiences of 
people with disabilities; and (4) some surveys are developing and implementing 
data collection methods that will result in the inclusion of people with disabilities 
who were previously excluded from surveys. 

• No regular sources of data exist to measure participation in wellness programs 
such as exercise classes, smoking cessation programs, or self-help or AA-type 
groups for substance abuse, nor do surveys ask people with disabilities about 
their access experiences with such programs. 

• The calculation of long-term benefits for people with disabilities from 
participation in wellness and prevention programs depends on the presence of 
studies that have measured outcomes. Currently, few studies measure the 
outcomes of interventions for smoking cessation, increased mammography 
screening, exercise, or other programs for people with disabilities. Nor do 
studies show whether the participation of people with disabilities in programs for 
broader populations were affected by access issues. A clear understanding of 
impact will require further research on the outcomes of health and wellness 
programs that include people with disabilities. 
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Universal Design 

• Key stakeholders from diverse communities highly recommended that principles 
of universal design be applied in all aspects and venues of health care, ranging 
from facilities design and construction to the development of quality measures, 
research design, and delivery of care that embrace everyone, including people 
with disabilities. 

Health Care Accreditation 

• Leading health care facility accreditation organizations, such as the Joint 
Commission, do not assess facilities for basic compliance with the ADA’s 
architectural accessibility guidelines as a requirement for accreditation. 

Federal Legislation 

• Legislation will be required to address some of the key gaps and barriers to 
health care that affect people with disabilities, including access to wellness and 
prevention services, health and health disparities research, development of 
care models built on principles of patient-centered care, and professional 
training. 

Disability Community Advocacy 

• Long-term health care reform must include the voices of people with disabilities, 
not only to advocate for improved health care insurance coverage, eligibility, 
and core benefits, but also to resolve issues of access to critical 
accommodations that ensure that health care is effective, such as payment 
coverage for sign language interpreters and requirements that providers 
demonstrate disability cultural competency. 
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Effective Programs 

The following effective health and health care programs for people with disabilities were 
identified. 

• The Deaf Access Program (DAP) of Mt. Sinai Hospital, Chicago, which offers a 
comprehensive program that provides both medical and mental health services 
for 1 ,300 deaf children and adults 

• A clinic operating in conjunction with the Sanford School of Medicine at the 
University of South Dakota, Sioux Falls, which identifies children on the 
Rosebud Reservation who are at risk for developmental disabilities and 
provides immediate care through early intervention 

• The Center for Women with Disabilities, Magee-Women’s Hospital, University of 
Pittsburgh Medical Center, which offers comprehensive, patient-centered care 
that integrates accessibility and accommodation for women with physical 
disabilities 

• The LightHouse for the Blind and Visually Impaired, San Francisco Vision Loss 
Resource Center (VLRC) offers an adaptive technology and health seminar that 
provides an audio transcript and information handouts of presentations on 
adaptive equipment, including accessible tools for glucose monitoring, weight 
management, healthy food preparation, and exercise equipment that aid in 
maintaining health. 

Recommendations 

NCD has identified a broad range of recommendations for reforms that are required to 
address some of the most significant obstacles to health, health care, and disease 
prevention and health promotion for people with disabilities. Recommendations are 
directed to key stakeholders, including Congress and the Administration, accreditation 
and professional medical organizations, states, and non-Federal organizations 
concerned with disability, health, and health care policy and research. 



17 




Recommendations are organized and presented in four categories: (1) research; (2) 
professional education, training, and technical assistance; (3) monitoring, oversight, and 
accountability; and (4) improving systemic access to health care services and programs. 

Research 

Some research is available concerning health and people with disabilities, yet significant 
problems, gaps, and challenges remain related to research needs. NCD has identified 
key areas in which additional research is required and recommends that specific actions 
be taken to ensure that issues of health and disability are included in ongoing research, 
and that new research is undertaken where it is needed. Research recommendations 
can be found in chapter 8, section H; they are numbered 1.1 through 1.18. 

Professional Education, Training, and Technical Assistance 

Information related to disability cultural competency is lacking in most professional 
medical education programs, and only limited information is available for health care 
institutions and providers about methods to ensure physical and programmatic access 
for people with disabilities. Moreover, disability competency is generally not a 
requirement for medical practitioner licensing, educational institution accreditation, or 
medical education loan forgiveness. NCD has identified recommendations intended to 
address these and related issues. Recommendations concerning professional 
education, training, and technical assistance can be found in chapter 8, section H; they 
are numbered 2.1 through 2.8. 



Monitoring, Oversight, and Accountability 

Limited implementation of key disability rights laws by health care systems, managed 
care organizations, and health care providers directly affects the quality of care 
available to people with disabilities. Poor Federal agency oversight of health care 
program and facility compliance with the ADA and Section 504 further exacerbates the 
problem. Likewise, leading accreditation organizations do not evaluate health care 
facilities for compliance with ADA architectural accessibility requirements. NCD has 
identified recommendations intended to increase oversight and spur enhanced 
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compliance, thereby improving access to health care services and programs for people 
with disabilities. Recommendations concerning monitoring, oversight, and accountability 
can be found in chapter 8, section H; they are numbered 3.1 through 3.9. 

Improving Systemic Access to Health Care Services and Programs 

People with disabilities have identified specific gaps and barriers to health care that can 
only be resolved through changes in current public policy. Recognizing that some of 
these problems appear to be intractable and significantly affect health outcomes for 
people with disabilities, NCD has identified specific recommendations aimed at 
addressing the most immediate gaps and barriers to care. Recommendations for 
improving systemic access to health care services and programs can be found in 
chapter 8, section H; they are numbered 4.1 through 4.10. 
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Introduction 



A. Need for the Study 

Primary barriers to health and health care for the general population are becoming well 
documented, and heightened national awareness of these obstacles has spurred 
numerous proposals for health care reform. Among the groups that face such barriers 
are Americans with disabilities. Even as information remains limited, recent studies 
indicate that people with disabilities experience both health disparities and specific 
problems in gaining access to appropriate health care, including health promotion and 
disease prevention programs and services. They also frequently lack either health 
insurance or coverage for necessary services such as specialty care, long-term care, 
prescription medications, durable medical equipment, and assistive technologies. 

Although attempts have been made to address some of these barriers, significant 
problems remain. For example, Federal health care funding agencies such as the 
Centers for Medicare & Medicaid Services (CMS) do not conduct oversight of 
Americans with Disabilities Act (ADA) architectural and programmatic accessibility 
compliance by states, health plans, and medical providers or assess health providers’ 
disability cultural competence. Few health care training programs address disability 
issues in their curriculums, and most federally funded health disparities research does 
not recognize and include people with disabilities as a disparity population. These and 
related challenges will affect the quality of life, productivity, and well-being of greater 
numbers of Americans as the population ages and the number of people with disabilities 
increases. Given these changes, it is especially important to understand the complex 
and interrelated factors that contribute to health and health care inequities for people 
with disabilities, and to identify practical solutions. 

NCD undertook “The Current State of Health Care for People with Disabilities” study to 
focus the nation’s attention on these concerns and provide information and 
recommendations that will help guide the development of long-term solutions for 
Congress, the Administration, and other stakeholders, including health care 
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organizations, insurers, health care providers, the health and disability research 
community, and people with disabilities. 

This chapter sets the stage for the report by introducing key problems and barriers to 
health and health care, and summarizing health trends for the nation’s 54.4 million 
people with disabilities. It also sets forth the project’s research questions and presents a 
brief overview of the research methodology NCD used to collect and evaluate 
information. The chapter provides a short discussion of the differences among disability, 
impairment, and health condition, and why these distinctions are important, especially 
for health and health care policy and research. The chapter concludes with a short road 
map, or overview, of the report. 

B. Overview: Disability Prevalence and Key Problems and Barriers to 
Health and Health Care for People with Disabilities 

According to the U.S. Census Bureau, in 2005, of the 291 .1 million people in the 
noninstitutionalized population, 54.4 million (18.7 percent) had some level of disability, 
and 35.0 million (12.0 percent) had a severe disability. 1 Physical disabilities tend to be 
more common than sensory or mental health disabilities. African Americans and 
Hispanics typically experience disability at a higher rate than do whites. 2 Rates of 
disability also increase with age; 41 .9 percent of individuals over the age of 65 report 
disability, compared with 18.6 percent of people who are younger. Further, the numbers 
of older persons are expected to grow substantially during the next several decades. 3 
By 2030, the number of persons aged 65 years and older will rise to 69.4 million, from 
34.7 million in 2000. By 2050, the number of individuals aged 85 and older will also 
increase significantly, to 18.2 million, from 4.3 million in 2000. 4 Death rates from 
conditions such as heart disease are decreasing, which accounts for both the increase 
in life expectancies and an increase in the number of people who experience chronic 
disabilities, including arthritis, which is the leading cause of disability among adults. 5 

Although it has been well documented that this rapidly growing demographic is among 
the largest and most important health care consumer groups in the United States, the 
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Institute of Medicine (IOM) and others have warned that Federal agencies, 
policymakers, and health care systems have not yet mobilized their resources to 
respond to the broad-ranging implications of this increase in disability for individuals and 
for society . 6 

Responding to the implications of an expanding population of people with disabilities 
necessitates addressing the disparities they experience. People with disabilities tend to 
be in poorer health and to use health care at a significantly higher rate than people who 
do not have disabilities. They also experience a higher prevalence of secondary 
conditions and use preventive services at lower rates . 7 People with disabilities 
experience more problems accessing health care than other groups, and these 
difficulties increase for those with the most significant disabilities and who are in the 
poorest health. Moreover, lack of access to health care has been associated with 
increased risk for secondary conditions for people with significant disabilities . 8 

Problems with accessing health care stem from barriers to care. People with disabilities 
are affected disproportionately by such barriers, including health care provider 
misinformation, stereotypes about disability, and lack of appropriate provider training; 
limited medical facility accessibility and lack of examination equipment that can be used 
by people with diverse disabilities; lack of sign language interpreters; lack of materials in 
formats that are accessible to people who are blind or have vision impairments; and 
lack of individualized accommodations. Many people with disabilities report gaps in 
health care insurance coverage that limit or prevent access to needed prescription 
drugs, durable medical equipment, specialist care, postacute and physical and vision 
rehabilitative services, and care coordination that are critical for health, independence, 
and self-determination. Further, inadequate transportation, limited personal assistance 
services, and patchwork financial assistance for people with low incomes compound the 
health problems and affect the overall health status of people with disabilities . 9 
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C. Research Questions 



NCD set out to answer the following research questions for this report: 

1 . What are the key Federal efforts that promote health care as it relates to 
Americans with disabilities, including wellness and prevention services, and 
how effective are these efforts? 

2. Are accurate health data available concerning Americans with disabilities? 

3. What are the access barriers to health care, including barriers to wellness and 
prevention services, for people with disabilities? 

4. What are the unique access barriers to health care for women with disabilities, 
people who are deaf or hard of hearing, people who are blind or have vision 
impairments, and people with intellectual and developmental disabilities? 

5. What programs initiated by the public and private sectors have improved 
access to coverage and care for Americans with disabilities? 

6. What are key disparities and gaps in third-party coverage of the types of 
programs and services most needed by Americans with disabilities, particularly 
women with disabilities, people who are deaf or hard of hearing, people who 
are blind or have vision impairments, and people with intellectual and 
developmental disabilities? 

7. How can the extensive recommendations identified in studies conducted by the 
Institute of Medicine and others be advanced? 

8. Are accurate health data available concerning access to wellness and 
prevention services and their relative long-term costs and benefits for 
Americans with disabilities? 

9. How effective are Federal efforts at health promotion and disease prevention 
(public health) as they affect Americans with disabilities, particularly women 
with disabilities, and people who are deaf or hard of hearing, people who are 
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blind or have vision impairments, and people with intellectual and 
developmental disabilities? 

10. What are the long-term costs and benefits of third-party coverage of programs 
and services most needed by Americans with disabilities? 

D. Research Methodology 

NCD undertook the following activities to collect and evaluate information for the report: 

1. Conducted a Literature Review 

An extensive literature review was undertaken to identify journal articles, studies, 
commentaries, conference proceedings, and other materials related to health, health 
care, health disparities, and health outcomes for people with disabilities. NCD consulted 
primary sources, including electronic databases, Federal agency resources, and 
specific academic journals, and spoke with key informants who identified specific 
reports and related documents. NCD also reviewed specific journals concerned with 
health and health care issues for the broad population of people with disabilities and for 
women with disabilities, people who are deaf or hard of hearing, people who are blind or 
have vision impairments, and people with intellectual and developmental disabilities. 

2. Conducted Key Informant and Informational Interviews 

Semistructured key informant telephone or in-person interviews were conducted with 23 
subject matter experts concerned with health, access to health care, health disparities, 
and health outcomes for people with disabilities. Informants included health care 
practitioners, researchers, Federal agency officials, and individuals with disabilities. 
Individuals were specifically identified and interviewed who had expertise not only on 
health matters of concern to the broad community of people with disabilities but also to 
women with disabilities, people who are deaf or hard of hearing, people who are blind or 
have vision impairments, and people with intellectual and developmental disabilities. 
Data experts were also interviewed. 
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